and sock normally? He certainly cannot do it post-operatively and has to learn a new method.
Most patients were between 55 and 70; all were pleased with the result; they had no pain and could get about in comfort. One patient felt slowed-up by the lack of movement but agreed that this was only because he felt that as he had no pain he should be able to get about a great deal more. Another feature that caused a little embarrassment to one or two old ladies was that if they tried to sit on a very low chair their legs stuck out a bit in front. Only 3 patients said that they had no backache before but a slight ache afterwards, while a great number who had backache before the operation lost it post-operatively. In this connexion it is important to remember to correct the discrepancy in length by an elevation of the shoe.
They could all manage stairs but their methods varied from normal to going up sideways or walking up backwards; the main point is that they were all independent. All retained their preoperative knee movements, except one who suffered a hospital staphylococcal infection a week after operation and had to have the nail plate removed and a hip spica substituted. There have been no fractures affecting the donor site. Over two-thirds of the patients developed an intraarticular arthrodesis subsequently.
Complication: There have been 2 cases of fractured grafts (Fig 2) which responded to immobilization in a short spica for three to four months (Fig 3) . There were also 2 cases of fracture of the femur through the bottom screw hole following a fall; these had their plate and screws removed and a spica applied. Conclusion I consider that 'V' arthrodesis is the operation of choice for mono-articular osteoarthritis and in some cases of bilateral osteoarthritis where one hip is more degenerate than the other because: (1) The lag screw has made the fixation more secure for the important period of the first six weeks.
(2) The churning effect of the drill and the lag screw put across the joint promotes intraarticular fusion in over two-thirds of the cases.
(3) The plate fixation minimizes the risk of intertrochanteric or subtrochanteric fracture through the grafted drill-hole. (4) The lag screw and plate make early mobilization safe without further splintage. Dislocation of the knee is an uncommon injury and records of cases are few. Considerable violence is usually involved and the commonest causes are road, industrial and sporting accidents. Approximately a quarter of the reported cases were complicated by injury to the popliteal vessels, many of them coming to amputation. Nerve injury and irreducibility due to interposition of the joint capsule were also reported. In the absence of a co-existing fracture of the lower femur or upper tibia the clinical diagnosis of dislocation of the knee is often easy (Fig 1, Case 6 ). Case 1 Retired seaman, aged 77, run over by a car, sustained a compound lateral dislocation of the right knee with a wound on the medial aspect and rupture of the medial ligament. Treated by reduction, wound toilet and catgut repair of medial ligament. Plaster cylinder for five weeks.
Seen for follow up twenty-two months later. Able to walk one-and-a-half miles and run his own house and garden. No effusion. Joint stable. Range of movements 2-100 degrees. Case 2 Electrician, aged 19, upon whose leg another player fell at football. Sustained an anterior dislocation of the left knee (Fig 2) . Treated by reduction and immobilization on a Thomas splint for three weeks. Three months later there was still laxity of the lateral ligament and its lower attachment was therefore transposed distally.
Seen for follow up twenty-three months later. Was back to his normal work including climbing ladders. Collateral ligaments stable but some anteroposterior laxity. No effusion. Range of movements 0-150 degrees.
Case 3 Articled clerk, aged 22, came off his motor scooter and sustained a lateral dislocation of the right knee. Treated by reduction and plaster for six weeks.
Seen for follow up twenty-six months later. Had returned to hockey and squash ten months after the accident but gave them up a year later after a sports injury (traumatic effusion) to the same knee. Slight laxity of medial ligament. Considerable anteroposterior laxity. Trace of effusion. Full range of movements. Case 4 Quarry manager, aged 43, collided with an oncoming car while riding to work on his motor cycle and sustained an anterolateral dislocation of the right knee with rotation. Treated by reduction and plaster cylinder for two weeks.
Seen for follow up eight months later. Had returned to light work. Joint thickened. Collateral ligaments stable. Slight anteroposterior laxity. Full range of movements.
Case 5 Diabetic market gardener, aged 60; the van he was driving was struck from the left side and he sustained fractured left ribs, a dislocated left elbow and a lateral dislocation of the right knee. Treated by reduction of dislocations and plaster cylinder for two weeks.
Seen for follow up ten months later. Had returned to market gardening but given up his sales round. No effusion. Slight laxity of the medial ligament and slight anteroposterior laxity. Full range of movements. Case 6 Artist, aged 55, was run over by a bus, sustaining an anteromedial dislocation of the right knee (Fig 1) . Treated by reduction and plaster cylinder for six weeks.
Seen for follow up five months later. Had returned to his normal activities including car driving. Joint thickened and small effusion present. Slight laxity of lateral ligament. Range ofmovements 0-95 degrees. Case 7 Electrical engineer, aged 30, who was thrown to the back of his mini car when in collision with a lorry and sustained a posterior dislocation of the right knee (Fig 3) . Treated by reduction and plaster for four-and-a-half weeks.
Seen for follow up eight months later. Was back at full normal work and was driving his car. Able to swim and dive but not to run well. Trace of effusion.
Collateral ligaments stable. Considerable anteroposterior laxity. Range of movements 0-120 degrees.
Comment
In none of these cases was there a fracture of the upper tibia or lower femur complicating the dislocation; a confident clinical diagnosis was usually made but was always confirmed radiographically. None of the cases showed any evidence of injury to the popliteal vessels or of nerve injury. In all cases the dislocation was reduced easily under general anmsthesia within a few hours of the accident. The directions of dislocation and numbers of cases are as follows: anterior 1, posterior 1, medial 0, lateral 3; rotational dislocations: anteromedial 1, anterolateral 1.
The period of immobilization varied from two to six weeks and with the exception of Case 3 the final range of movement appeared to be inversely proportional to the time of immobilization. Since the ultimate stability of the joint did not seem to be related to the duration of immobilizationand if the results of such a small series are significantit seems that two weeks' immobilization is adequate. In Case 1 the joint was fully stable but in all the others there was some degree of anteroposterior laxity and in 4 there was laxity of one of the collateral ligaments; in 3 of these it was very slight and in one it was corrected by operation three months after the accident. Despite a certain amount of ligamentous laxity the functional results were qaite good in all 7 cases and most patients returned to something approaching their normal pre-accident activities.
On the basis of these cases it is contended that for uncomplicated dislocations of the knee simple reduction followed by a few weeks' immobilization in a plaster cylinder is a reliable method of treatment. No gross stiffness was encountered and despite slight ligamentous instability in some cases a knee useful to the patient always resulted.
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DISCUSSION
Mr J G Bonnin (London) said that no sharp line of definition could be drawn between a dislocation of the knee-joint and ligamentous rupture, as spontaneous re-positioning of the knee-joint might occur and the presence of persistent displacement was not the only proof of ligamentous damage of sufficient severity to permit dislocation. In the majority of cases a dislocation was accompanied by rupture of both cruciate ligaments but, while both collateral ligaments might be torn, a dislocation could occur in association with rupture of a single one. The prognosis was good considering the degree of damage done: this was because the collateral ligaments were usually torn from their bony attachments to the femoral condyles and, when the knee was reduced, the surrounding soft tissues approximated the torn tissues accurately.
The case with the poorer prognosis was that in which the ligament was ruptured nearer the midpoint and in which the torn ends, if not surgically repaired, healed with elongation. The cruciate ligaments usually healed moderately well but some degree of laxity persisted; if, however, the collateral ligaments were stable, this produced no serious disability.
He agreed with Mr Myles in his assertion that, assuming no surgical repair of the torn ligament was indicated, early mobilization of the knee-joint produced a satisfactory result and avoided the unnecessary stiffness which might follow fixation in plaster. If at the end of three weeks' firm bandaging, quadriceps drill and general flexion exercises, it was felt that the knee was still unstable, then two to three weeks in a plaster cylinder might be employed but the sequence should always be mobilization and then plaster, not the reverse.
Mr G P Arden (Windsor) said he had collected 25 cases of this uncommon injury with the co-operation of the orthopedic surgeons of the North West Metropolitan Region. He had subdivided the cases in the following way: Posterolateral dislocation 5, anterolateral dislocation 4, lateral dislocation 6, others 10.
Most of the patients were men; 2 of the dislocations were irreducible and 4 were compound and required surgery.
In the majority of cases treatment was conservative: reduction of the dislocation and plaster for six weeks. Ligamentous repair was carried out in 6 cases.
The complications that arose were: arterial injury 3, of which one required arterial vein-repair; torn meniscus 2; associated fractures 5; multiple injuries 4; drop foot 3, of which 2 were permanent. Two of the knees were so unstable that arthrodesis was necessary and sepsis occurred in another.
The final results showed that half the patients were left with some instability. Recovery of movement was good but was less complete in those treated by operation.
Total Hip Replacement by P A Ring MS FRCS
(Redhill General Hospital, Redhill, Surrey)
One of the major problems in reconstructing a hip is to secure the acetabular component in the pelvis; the methods which have been used both by McKee (McKee & Watson-Farrar 1966) and by Chamley rely on the use ofbone cement, a material which does not bond firmly with bone and may allow the acetabular component to loosen; it may with the passage of time crack or break and is not completely inert. It is a source of weakness and its use can be avoided.
There seems little doubt that the most suitable material for the two parts of an arthroplasty is vitallium and, for the femoral component, some form of intramedullary prosthesis is desirable. The success of the Moore and the Thompson prostheses in femoral fractures lies largely in the way in which the weight ofthe body is transmitted directly to the femoral neck and in the resistance to angular stresses produced by the long vertical stem. A similar approach to the problem of pelvic fixation of the acetabular component might be expected to produce an inherently stable joint.
Weight is transferred through the pelvis by a thick bar of bone which extends from the sacroiliac joint to the upper margin of the acetabulum. A prosthesis with a long stem in this bar of bone is almost vertical, and closely follows the line of the femoral component. Its introduction is not difficult if the greater sciatic notch is used as a guide and, if the correct line has been chosen, the 
